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Foreword
It is an honor and a pleasure to have been invited by such a distinguished group of researchers and clinicians to contribute a Foreword to this important publication.
In the mid-20th century, there were usually only veiled references to suicide, let alone any suggestion that those who were bereaved through suicide should be considered worthy of study or indeed support. Furthermore, any references were usually in stigmatizing terms, as in many countries, suicide was considered not only a legal offence, but a sin against one's religion.
How this has changed has been quite remarkable, something that is comprehensively documented in this timely overview. It is timely in at least two ways: It's publication is on the 50th anniversary of Edwin Shneidman's having coined the term postvention in 1967; and there is now a considerable body of research that has been undertaken in the ensuing years, research which has benefitted from the introspective scrutiny which characterizes this volume.
The editors of this volume have each been leading figures in this research for several decades, and have gathered together all of the contemporary significant contributors to the field. There is no doubt that the early influential pioneers in this field, who are no longer with us, would be delighted with the result. This would particularly be the case with Norman Farberow, to whom this book is dedicated.
I have been privileged to have had a working life that has encompassed these changes. As a new graduate in the late 1960s, I was unprepared for the realities of the emergency room, where suicide attempts were increasingly prevalent, and where those who had died by suicide were brought for certification of death. These were also usually accompanied by distraught relatives or friends in both scenarios.
Pursuing the literature at that time was easy, notwithstanding the absence of computer retrieval assistance, as there had been so little written. It quickly became evident that Norman Farberow and Edwin Shneidman of the Los Angeles Suicide Prevention Center were leaders in the nascent field of suicide prevention, and they were not ignoring those who were bereaved by suicide.
I am delighted to say that I was one of a steady stream of young researchers, not the least of whom was Onja Grad, one of the editors of this work, who travelled to Los Angeles and sat at the feet of those early pioneers. Furthermore, because of the longevity of both Norman Farberow and Edwin Shneidman, both Karl Andriessen and Karolina Krysinska have also had the privilege of contact with them, thereby providing a unique editorial experience in being able to document this important area of clinical practice.
The book is divided into four logical sections: current knowledge and implications for support, suicide bereavement support in different settings, suicide bereavement support in different populations, and help for the bereaved by suicide in different countries.
In the first part, a useful introduction, which clarifies the concepts and definitions to be used and which sets the scene for the book, is followed by chapters delineating current demographic and clinical issues which are to be pursued.
The second part offers a succinct historical overview of survivor support, and then a range of different settings is described. These include family practitioner and peer counseling, and the role of religion and spirituality is not forgotten, as commonly occurs. As one would anticipate in the 21st century, the place of online suicide bereavement supports is also explored. More traditionally, but until relatively recently often overlooked, the importance of supporting families through the forensic and coronial process is addressed, a process which is almost always a harrowing experience for all involved.
The third part contains fewer chapters than the others, but each is of critical importance. The impact of cluster suicides and murder-suicide should not be underestimated; the lack of trust in the health care system is of major concern; the effect on health professionals can be a determinant of whether or not one continues in clinical work; and a description of healing practices in First Nation peoples in Canada is a good illustration of a challenge facing many other countries as well.
The final part provides a synopsis of the services for those bereaved by suicide in over 20 different countries. Not unexpectedly, most are situated in the United States and Europe. It could be argued that the number may not reflect the work that is undoubtedly being conducted in a number of other countries, as organizations such as the International Association for Suicide Prevention have many more member countries whose representatives would be familiar with the need for such services, even if they have not been formalized. This book will be valuable as a reference for researchers and as a practical guide for clinicians who practice in this challenging but rewarding area. Much has changed in the last 50 years, and we are indebted to the editors for collating such a comprehensive overview of this previously ignored area. 
Preface

Postvention
Every year, more than 800,000 people die by suicide; that is one suicide every 40 seconds (World Health Organization [WHO], 2014). Though suicide is an individual act, it happens within a sociocultural environment and a relational context. Hence, feelings of abandonment, rejection, and being a part of the "decision" for suicide are frequent among the bereaved by suicide. The bereaved may face a long and painful process of acknowledging and expressing their feelings of shock, guilt, shame, anger, and/or relief. They often struggle with thoughts, doubts, and agonizing questions related to "why this has happened," and "if I had done -or not done -this or that, it would not have happened." The bereaved cope with the loss, sometimes on their own, sometimes with the help of family or friends. Some turn to support groups or seek advice or therapy from professionals. Given that suicide bereavement is a risk factor for adverse mental health outcomes and suicidal behavior, there is a need for adequate suicide bereavement support.
Fifty years ago Edwin Shneidman coined the term postvention, referring to the support for those left behind after a suicide (Shneidman, 1969) . At that time, suicidology was a young discipline, and there was neither support for the bereaved nor postvention research. Currently, postvention integrates a dual aim of facilitating recovery after suicide, and preventing adverse health outcomes among the bereaved (Andriessen, 2009) . Suicide bereavement support has become available in many countries and has been recognized by the WHO (2014) as an important strategy for suicide prevention. The WHO stipulates that communities can provide support to those bereaved by suicide (WHO, 2014, p. 9) , that interventions should be offered to grieving individuals (WHO, 2014, p. 37) , and national suicide prevention objectives should include support for the bereaved by suicide (WHO, 2014, p. 54) . It suffices to say that the evolutions of the past few decades have been truly impressive. Importantly, in many countries, survivor support has been initiated by the bereaved themselves, and clinicians and researchers have followed. In many countries, still, those bereaved by suicide are actively involved in suicide bereavement support, as well as in suicide prevention activities and research. Indeed, the days are over when postvention was looked upon as the poor counterpart of prevention: This handbook evidences the global research and clinical interest in survivor support. Postvention has become an integral and indispensable part of any comprehensive suicide prevention program. Suicidology and suicide prevention without the active involvement of survivors would be poor suicidology. Postvention is prevention. Postvention is action. Prevention (IASP), and specifically of the IASP Special Interest Group (SIG) on Suicide Bereavement and Postvention, which has become a major platform for the exchange of research and clinical expertise related to suicide bereavement support. Interestingly, the awareness of suicide bereavement support within the IASP has been raised due to the advocacy of dedicated survivors-researchers and survivors-clinicians, especially in the 1990s, which resulted in the first plenary presentations on postvention at IASP world congresses, and the establishment by Professor Norman L. Farberow of a Taskforce on Postvention in 1999, the taskforce being the forerunner of the current SIG. This handbook aims to present a comprehensive overview of the state of the art of postvention, and demonstrates the evidence and practice base of suicide survivor support. All chapters are based on thorough reviews of the literature and/or original research of the authors. The book is organized into four parts. Part I is an in-depth and comprehensive presentation of current knowledge of suicide bereavement. This includes a discussion of concepts and definitions, and the age-and gender-related effects of suicide loss, especially in adults and adolescents. The following chapters focus on the grief process and on how the bereaved deal with the loss. These chapters, illustrated with vignettes, will be highly informative for clinicians, and present novel insights regarding posttraumatic growth after suicide loss, trajectories of dealing with feelings of responsibility and guilt, challenges regarding meaning making, and the process of reintegration after experiencing a suicide.
Postvention in Action
Starting with a scholarly overview of the history of survivor support, Part II of the handbook discusses suicide bereavement support in a variety of settings, including underresearched areas that may be more challenging or may require special attention regarding provision of services and support. Chapters in this part have been written by clinicians and/or researchers with ample practical experience. These chapters present a review of the effectiveness of support groups (the best-known format of survivor support), and differences in priorities of support groups between countries (Japan and the United States). Other chapters explore the suitability and pitfalls of peer counseling, and provide insights regarding the roles that general practitioners may have in survivor support. Other chapters address how bereaved families can be supported through the forensic and coronial services, discuss how workplaces may provide survivor support, and examine the roles of religion and spirituality in suicide bereavement support. Part II concludes with an overview of the fast-growing field of online suicide bereavement support, and a presentation of how personal experiences and artistic expressions can be used for the benefit of those bereaved by suicide.
Part III focuses on suicide bereavement support in specific populations. While cluster-suicide and murder-suicide events may be rare, their traumatic aftermath warrants dedicated aftercare. Suicide-bereaved parents may be in need of survivor support; however, they may have lost trust in the health care system. Health professionals who have lost a client by suicide also have to deal with the impact of the loss, and may do so in a variety of ways. Little is known about the Indigenous peoples' experience with a suicide loss, and the elders of Ojibway First Nation have shared their knowledge of healing practices involving family and the community, and the important roles of rituals and spirituality.
Part IV presents an overview of postvention practice and research in no less than 23 countries. Besides chapters covering the "usual suspects" such as the United States and western European countries, this part includes chapters presenting postvention in South America, the Asia-Pacific, and Africa. Obviously a wide variety of suicide survivor support has been developed and implemented across the world. Many countries included in this part of the handbook report on the availability of support groups; however, it is also clear that support groups may have a variety of formats and goals. For example, authors from Uruguay and Thailand report on the availability of therapeutic, professionally led groups, whereas in other countries peer-led groups are also available. Other countries, such as Denmark and France, report wide availability of individual psychotherapy. Most of the survivor organizations are volunteer-based or involve a collaboration of professionals and peers (e.g., Canada and Italy). Typically, these organizations provide one point of access, such as a helpline, involve counselors, who may provide assessment, and offer individual or group support. Sometimes the face-to-face support is extended to online support (e.g., in Brazil), or to community awareness-raising activities, such as a national survivor day or a "walk out of darkness. Alternatively, survivor support may also be professionally based -for example, through a forensic department or coroner's office (e.g., in Australia and Hong Kong).
Support may be targeted at specific groups in society. Several countries report activities specifically for children and adolescents through support groups (Belgium), youth camps (Norway and Slovenia), or interventions at schools (Portugal). Postvention support in workplaces has become available through community organizations (Canada and the United States) or occupational health services (France), as well as support for health care professionals (e.g., from peers, supervisors, or through training; in Austria, Portugal, Slovenia, Thailand, and the United States). Some countries have developed specific support for the aftermath of suicides on the railways (e.g., Austria, The Netherlands, and the United Kingdom), and several countries offer postvention training and resources, such as websites (Australia, Slovenia, etc) . Importantly, a number of countries (Ireland, the United States) have integrated postvention in national suicide postvention standards, which certainly is one way to go.
Action
It is the first time that such a vast overview of country reports has been compiled, demonstrating how postvention has become a worldwide strategy for suicide prevention. Nevertheless, this attempt at an overview also reveals serious gaps in the knowledge and practice of postvention. While there is a reasonable representation of the North American and European region, far fewer chapters could be solicited from Asia-Pacific and South American countries, and especially from Africa. Given that the majority of suicides occur outside the Westernized world, this poses challenges to the global understanding of suicide grief and mourning.
The book is dedicated to the ones we have lost through suicide, and their friends, families, and clinicians. More, the handbook is dedicated to the memory of Professor Norman L. Farberow (1918 Farberow ( -2015 , a founding father of the International Association for Suicide Prevention, who died on September 10, 2015, the World Suicide Prevention Day. Professor Farberow was a pioneer of postvention, a mentor, and a friend, and he will be remembered for his inspiring lifelong commitment to suicide prevention and postvention. It is hoped that this handbook will be a landmark resource for researchers, clinicians, and all those involved in survivor support. It is a testimony of how far and strongly the field has evolved, and it is hoped that the book may inspire further discussions and exchanges of expertise, which is essential to ensure the ongoing progress of postvention.
Postvention in action! Karl Andriessen Karolina Krysinska Onja T. Grad March 2017
Introduction
Suicide ends the pain of one but brings new pain to those left behind. For centuries, the impact of suicide on bereaved individuals and families has been ignored. The act of suicide was condemned, and often the bereaved were blamed for having a family member die by suicide (Farberow, 2003) . Shneidman (1972, p. xi) referred to the tragedies that continue after the self-destructive act as "the illegacy of suicide." Only lately, since the 1960s, have the bereaved through suicide -that is, the survivors -received clinical and research attention. Contrary to past beliefs, it is now clear that those affected by suicide may face a long and painful process of acknowledging and expressing their emotions, thoughts, and behaviors to be able to move on with their lives (Grad & Andriessen, 2016) . Those bereaved by suicide are at increased risk of suicidal behavior, either as a result of a bio-psycho-social vulnerability or because of identification with the person who has died by suicide (see Chapter 2 in this volume). Kinship, gender (see Chapter 4), psychological closeness, time since loss, personal and family history of mental health problems, and preloss life events, such as interpersonal loss and separations, may affect the impact of the suicide death among adults (see Chapter 2), as well as bereaved adolescents (see Chapter 3). Over the last 50 years, the postvention field has evolved enormously (see Chapter 9 in this volume). Firstly peer, and subsequently clinical support and research activity emerged, and national survivor organizations were created. The International Association for Suicide Prevention (IASP) stressed the importance of survivor support by the establishment in 2011 of the Special Interest Group (SIG) on Suicide Bereavement and Postvention, the SIG being the for-mal continuation of the IASP Taskforce on Postvention initiated by Norman Farberow in 1999 (https://www.iasp.info/postvention.php). Currently, support for people bereaved through suicide is recognized as an important strategy for suicide prevention (World Health Organization [WHO], 2014). According to the WHO (2014), "intervention efforts for individuals bereaved or affected by suicide are implemented in order to support the grieving process and reduce the possibility of imitative suicidal behaviour" (p. 37), and "to be effective, national suicide prevention objectives could be designed to: … support individuals bereaved by suicide" (p. 54). As such, any discussion of suicide, a serious public health problem claiming globally more than 800,000 deaths per year, will be incomplete without taking into consideration the perspective of the bereaved.
Although the availability of, and research into, survivor support have increased, this chapter will discuss ongoing challenges in relation to postvention research, clinical practice, and the development of bereavement programs and policies. There is an increasing awareness that to further develop postvention and to facilitate communication from the local to the global level, certain issues have to be clarified (Andriessen & Krysinska, 2012; Jordan & McIntosh, 2011) . There are challenges related to terminology and definitions, the number of people bereaved through suicide, and the question of if and how bereavement after suicide is different and/or similar compared with bereavement after other causes of death. In addition, over the decades, several general grief models, which also help to understand the grief process after loss by suicide, have been formulated, and these will be presented in this chapter.
Concepts and Definition
A discussion about terminology and definitions may seem very technical, academic, and distant from the daily practice of supporting the bereaved. However, the primary aim of clarity in the usage of words and definitions is to facilitate communication between people involved in the field. The development of consensus definitions would require an international project in itself, and is beyond the scope of this chapter. However, it seems useful to start with a brief presentation of concepts and definitions related to postvention.
In general, the lack of consensus about terminology related to suicide survivor support can be understood in the context of its origin and history. The first suicide survivor support groups were created in the 1970s in the United States, followed by support initiatives in other countries and continents (see Chapter 9). These initiatives were often driven by the bereaved themselves, and building on the experiences of these local initiatives, national organizations were established. However, due to the grassroots (i.e., local) origins and bottom-up evolution of suicide bereavement support, consensus definitions of routinely used key concepts have never been developed.
Although the need to formulate consensus terminologies and definitions in the field of suicide bereavement has been noted before (Jordan & McIntosh, 2011) , the previous attempts to formulate consensus definitions and nomenclature in suicidology have overlooked postvention (Silverman, 2016) . There is a rising awareness of the necessity of dialogue and consensus finding, and a shared nomenclature -that is, a comprehensive set of mutually exclusive terms could improve communication within the field of suicidology and in the general community (Silverman, 2016) . By addressing the definitions of the major concepts related to suicide bereavement, this chapter aims to contribute to a shared nomenclature in postvention, and invites researchers, clinicians, and bereaved people worldwide to join this endeavor. 
Postvention
The term postvention was coined and originally broadly defined by Shneidman (1969, pp. 19 & 22) as "the helpful activities which occur … after a stressful or dangerous situation … after a suicidal event." Shneidman specified that "postvention aims primarily at mollifying the psychological sequelae of a suicidal death in the survivor-victim" (Shneidman, 1969) . Currently, postvention refers to dealing with the aftermath of suicide, with a dual focus on bereavement support and suicide prevention among the bereaved. Postvention consists of "the activities developed by, with, or for suicide survivors, in order to facilitate recovery after suicide, and to prevent adverse outcomes including suicidal behavior" (Andriessen, 2009, p. 43 While the term survivor commonly refers to those bereaved by suicide, it can mean both "to continue to live after the death of another" and "to remain alive, live on" [after an event] (Simpson & Weiner, 1989, Vol. 17, p. 313) . Rather than surviving a suicide attempt, in postvention, survivor refers to the behavior of someone else, the subsequent death and absence of that person, and the impact on the remaining persons (Farberow, personal communication, 2007) . The term suicide attempt survivor, recently introduced by the American Association of Suicidology in 2014, acknowledges those who have engaged in nonfatal suicidal behavior, while at the same time, makes a distinction with suicide loss survivors or survivors of suicide loss (http://www.suicidology.org).
Taking into account Farberow's principles, Andriessen (2009, p. 43 ) defined a survivor as "a person who has lost a significant other (or a loved one) by suicide, and whose life is changed because of the loss." Jordan and McIntosh (2011, p. 7) defined a survivor as "someone who experiences a high level of self-perceived psychological, physical, and/or social distress for a considerable length of time after exposure to the suicide of another person." While acknowledging efforts to formulate these definitions, Berman (2011) noted inherent difficulties with the inclusion of the life-changing aspect in the first definition, and the high level of distress over a length of time in the second definition.
As implied by these definitions, being exposed to a suicide is not a sufficient condition to become a survivor. However, bystanders, witnesses, or acquaintances can be deeply affected by a suicide, with survivorship being predominantly a self-identified status (Andriessen, 2009) . Psychological closeness appears to be a key concept in the identification as a survivor (Cerel, McIntosh, Neimeyer, Maple, & Marshall, 2014) . The formulation of a continuum of survivorship according to the magnitude of the impact of the loss (Cerel et al., 2014) may be an important approach to include the variations in survivor status inherent in the definitions. The model of Cerel et al. (2014) distinguishes four subgroups based on the level of impact: (1) those exposed to suicide without being personally affected; (2) those affected by a suicide; and those closest to the deceased who may experience grief reactions either on (3) a short-term or (4) a long-term basis. Research is needed to further specify how the different levels can be delineated and what risk or protective factors are involved.
Bereavement, Grief, Mourning
The terms bereavement, grief, and mourning are sometimes used interchangeably, whereas they do have different meanings. The word bereaved is defined as "deprived or robbed," and especially as "deprived by death of a near relative, or of one connected by some endearing tie" (Simpson & Weiner, 1989, Vol. 2, p. 123) . Thus, bereavement refers to "the fact of the loss" (Zisook & Shear, 2009 ) and is understood, in both the dictionary and the clinical literature, as the objective status of having lost someone significant (Stroebe, Hansson, Schut, & Stroebe, 2008; Stroebe, Hansson, Stroebe, & Schut, 2001) .
Grief is defined as "hardship, suffering," "mental pain, distress, or sorrow" (Simpson & Weiner, 1989, Vol. 6, pp. 834-835) . In the clinical and research literature, this is understood as the "primarily emotional (affective) reaction to the loss of a loved one through death. It is a normal, natural reaction to loss" (Stroebe et al., 2008, p. 5) . It incorporates diverse psychological (emotional, cognitive), physical, and behavioral responses to the death (Stroebe et al., 2001; Zisook & Shear, 2009) .
Mourning is defined as "the action of mourn" and "the feeling or the expression of sorrow for the death of a person." It is "the conventional or ceremonial manifestation of sorrow for the death of a person" (Simpson & Weiner, 1989, Vol. 10, pp. 19-20) . Consequently, in the clinical and research literature, mourning is understood as the public display of grief, the social expressions of grief that are shaped by the (often) religious beliefs and practices of a given society or cultural group (Stroebe et al., 2008 (Stroebe et al., , 2001 Zisook & Shear, 2009) . Stroebe et al. (2008 Stroebe et al. ( , 2001 ) emphasized the sociocultural nature of mourning. Grief expressions -for example, crying in public -that are acceptable or expected in one society may be unacceptable in other societies. Understanding grief reactions necessitates understanding the context in which the loss occurred. Given the fact that suicide bereavement has been studied almost exclusively in Western and Anglo-Saxon countries (Andriessen, 2014) , while the majority of suicides occur in other parts of the world (WHO, 2014) , the global understanding of suicide grief and mourning might still be in its infancy.
Complicated Grief
Whereas grief is understood as a normal, purposeful reaction to a loss, many words are currently in use to refer to an "abnormal" grief, such as traumatic, pathological, chronic, prolonged, or persistent complex grief. Most of these words are routinely used without definition, but they refer to a grief that is different from the clinical or sociocultural norm with regards to the time course, intensity, or symptoms of the grief (Stroebe, Schut, & van den Bout, 2013; Stroebe et al., 2008) . They entail a state of chronic debilitating mourning, with persistent and disruptive yearning, pining, and longing for the deceased -with, for example, expressions of separation anxiety and trauma (Stroebe et al., 2013; Zisook & Shear, 2009 ). Suicide loss can be a risk factor for complicated or prolonged grief, and it is estimated that 7-10 % of grievers fall into this category (Kersting, Brähler, Glaesmer, & Wagner, 2011 Most of these concepts have been developed by researchers, and are based on diagnostic criteria (Prigerson et al., 2009; Stroebe et al., 2013) . However, the diagnostic criteria for these concepts often overlap. In addition, there is an overlap with diagnostic criteria for mental disorders, such as anxiety disorders, depression, posttraumatic stress disorder, and substance abuse (Stroebe et al., 2013) .
Two issues warrant attention when trying to define complicated grief. Firstly, as mentioned above, cultural variation in grief expressions might challenge the understanding of "deviant" mourning. Secondly, there is a discussion in the literature over whether medicalization of grief and providing a label to a subgroup of grievers would either facilitate treatment for those in need, or increase stigmatization and treatment thresholds (Stroebe et al., 2013) . A cultural and/ or economic perspective might help to shed light on this discussion: A diagnosis might facilitate treatment in one country -for example, through health insurance reimbursement -but might deter people from seeking help in other countries.
Lived Experience
The expression lived experience 1 is used in a variety of fields related to social and health issues, mostly without a definition. In mental health, it refers to people living with mental illness (i.e., consumers or users) and their family and friends (i.e., carers) (South Australia Health, 2016). Definitions related to suicidology are almost nonexistent. Suicide Prevention Australia has described lived experience as "having experienced suicidal thoughts, survived a suicide attempt, cared for someone who has attempted suicide, been bereaved by suicide, or been touched by suicide in another way" (Suicide Prevention Australia, 2016). As such, it appears to be an umbrella term for all suicide-related experiences, including suicidal ideation, nonfatal and fatal suicidal behavior, either from one's own experience, or as a relative or carer. While this description has the potential of appealing to as many people as possible, its inherent broad character limits its usability for research purposes, and for application in postvention. In fact, the double meaning of survivor (referring to a suicide loss vs. a suicide attempt) may further obfuscate the understanding of lived experience, and highlights the need for conceptual clarity.
While lived experience is popular, it may not differ from well-established concepts such as experiential knowledge and experiential expertise (Borkman, 1976) . The former term means "truth learned from personal experience with a phenomenon rather than truth acquired by discursive reasoning, observation, or reflection on information provided by others" (Borkman, 1976, p. 446) , whereas the latter is defined as "competence or skill in handling or resolving a problem through the use of one's own experience" (Borkman, 1976, p. 447) .
How Many People Are Bereaved Through Suicide?
The question of how many people are bereaved by suicide, and potentially in need of support, is particularly important for service planning and delivery. Shneidman (1969, p. 22) originally estimated that on average a "half-dozen" survivors are left behind after a suicide. While this educated guess of six survivors per suicide has been perpetuated in the literature, other authors have Findings regarding the variety of relationships of people being exposed to a suicide have fueled the ambiguity regarding the numbers of survivors. Campbell (1997) described 28 different types of relationship among individuals seeking suicide bereavement support from the Crisis Intervention Center in Baton Rouge, Louisiana, USA. The majority consisted of nuclear family members (80 %); other relatives, friends, and acquaintances accounted for the remaining 20 %. A telephone survey in the United States found 27 different relationships among individuals who knew someone who had died by suicide (Cerel, Maple, Aldrich, & van de Venne, 2013) . In this study, friends were the largest relationship category (35 %), and nuclear family members accounted for 7.5 % of the group. In addition, while the reported exposure to suicide is higher among certain populations, such as clinicians, prisoners, and military veterans, it has been noted that the social networks of those dying by suicide are smaller than those of people with natural deaths (Stack, 2007) . Those dying by suicide are more likely to be divorced, living alone, less frequent churchgoers, and more socially isolated. On the other hand, younger suicides may have more living relatives (Stack, 2007) .
To better comprehend the diversity of numbers cited in the literature, Andriessen, Rahman, Draper, Dudley, and Mitchell (2017) , conducted a meta-analysis of 18 population-based studies, which reported rates of past-year and lifetime prevalence of people who had experienced a suicide among family or friends, or had personally known someone who had died through suicide. The meta-analysis found that pooled lifetime prevalence of exposure to suicide was higher than past-year prevalence (21.8 % and 4.3 %, respectively). Past-year prevalence of suicide in the family (1.1 %) was significantly lower than exposure to suicide among friends and peers (5.6 %), and in all relationships (6.3 %). There were no statistically significant differences regarding past-year prevalence of exposure to suicide by age group -that is, adolescents versus adults.
Similar to the past-year prevalence, lifetime prevalence of suicide in the family (3.9 %) was significantly lower than exposure to suicide in friends and peers (14.5 %), and in all relationships (29.4 %). Life-time exposure to suicide by age group and type of relationship revealed a mixed picture. Among adults exposure to suicide in the family (3.9 %) was lower than exposure to suicide in all relationships (36 %) while there were no differences among adolescents.
Further analysis found that both past-year and lifetime prevalence of exposure to suicide in the family was approximately 8 to 5 times lower respectively, than prevalence of exposure in all relationships after controlling for country and age group of exposure. Given that the impact of suicide might be stronger when experienced at a younger age (see Chapter 3 in this volume), studies are needed to further investigate suicide exposure, impact of the loss, and support needs among adolescents, with regard to types of relationship and psychological closeness to the deceased. There appear to be contradictions in the answers to the question of whether suicide bereavement is different from bereavement experienced after other causes of death, usually depending on who is answering the question. Personal accounts of the bereaved, including published autobiographies (e.g., Fine, 1999) , and narratives of clinicians seem to stress the uniqueness of the experience of suicide survivors. The recurrent themes in the narratives of survivors include guilt, shame, social stigma, search for meaning, and suicidal ideation. Research findings, especially from controlled studies, indicate that there are more similarities than differences between different groups of the bereaved, regarding major grief themes, the grief process, its duration and outcomes (Bolton et al., 2013; Sveen & Walby, 2008) . The model developed by Jordan and McIntosh (2011, p. 34 ) might be helpful to accommodate the contradictory perspectives of survivors, clinicians, and researchers (Figure 1.1) . The model consists of four concentric circles. The outside circle represents features of bereavement that may be found independent of the cause of death: sorrow, pain, missing, and yearning to be reunited with the deceased. The second circle includes features typical for bereavement after unexpected deaths, such as shock and a sense of unreality. The third circle includes features of bereavement after violent deaths, such as the experience of trauma, and the shattered illusion 
Grief Models and Suicide Bereavement
Though no grief models have been developed specifically or solely to describe grief after suicide (let aside if that would be desirable), general grief models may provide useful frameworks and concepts to understand suicide bereavement. This section presents a snapshot overview of models relevant to grief after suicide. A comprehensive overview of the development of theories of grief in general can be found elsewhere (e.g., Stroebe, Hansson, Schut, & Stroebe, 2008) . While the literature on grief and mourning can be traced back over centuries (Burton, 1621 (Burton, /2001 Darwin, 1872 Darwin, /2009 ), the works of Freud (1917 Freud ( /1957 and Lindemann (1944) have been instrumental in shaping contemporary Western views on grief. Freud (1917 Freud ( /1957 ) distinguished grief (which he called "mourning") from melancholia, and based on clinical observations, he found that grief may lead to depression. Freud introduced the notion of grief work (Trauerarbeit) emphasizing the intrapersonal nature of the grief process, which should result in detachment of the lost object. Lindemann (1944) shaped the notion of "acute" grief, and the characteristics of what he considered to be "normal" grief reactions, such as preoccupation with the deceased and feelings of guilt, versus unhealthy, for example, delayed grief or absence of grief reactions. As such, the literature of the first half of the 20th century laid a foundation for current views that grief is a normal reaction to a major loss. However, those early views already acknowledged that grief may result in adverse health outcomes, including psychiatric problems.
The course of grief was first initially studied and described as a series of stages (e.g., Bowlby, 1980) . According to the stage models, the grief process starts with an initial stage of shock, denial, and numbness, followed by intermediate stages of yearning and protest, and disorganization and despair, and results in adjustment and acceptance of the loss. Revisiting Freud's (1917) notion of grief work, Worden (1991) shifted the focus from the consecutive grief stages to the how of grieving. Worden postulated that a grieving person faces four tasks: accepting the reality of the loss, experiencing the pain of the loss, adjustment to an environment without the deceased person, and relocating the deceased emotionally to embark on a new life. The stage models tend to view the grief process as a temporary phase in life, which usually ends in acceptance of the loss (detachment from the deceased), and recovery after having worked through (or having resolved) the loss (Rothaupt & Becker, 2007; Wortman & Silver, 2001 ). According to the literature on complicated or prolonged grief disorder, prolonged grief should be diagnosed after 6 months (Prigerson et al., 2009 ). Yet, no research has found a common endpoint in terms of resolution, detachment, or recovery of normal grief, which varies in duration from short-lived grief reactions to longer-term or delayed reactions, which may occur even a few years after the loss (Bonanno, Boerner, & Wortman, 2008; Wortman & Silver, 2001) . Obviously, the stage models are not helpful for understanding the bereaved person if they are interpreted in a rigid, prescriptive way regarding how people should process their loss, rather than as a description of what might occur.
Research of recent decades has broadened the perspective and helped to overcome some of the limitations inherent to (interpretations of) the earlier models (Rothaupt & Becker, 2007) . The perspective on grief has shifted from stage thinking to a more humanistic approach to how individuals deal with the loss, taking into consideration the sociocultural aspects of grieving, and possible positive outcomes of the grief process. For example, in line with the task of emotional relocation of Worden (1991) , Klass, Silverman, and Nickman (1996) found that
